To explore how primary care clinician-teachers actually attempt to convey empathy to medical students and residents, the author carried out a qualitative study in 1999-2000 in which 12 primary care physicians reflected on their views of empathy, how they demonstrated empathy to patients, and how they went about teaching empathy to learners. Interview data were triangulated with observations of actual teaching sessions and informal questioning of students and residents who had been taught by the faculty participants. Grounded theory was used to interpret the data.
Most formal teaching approaches have focused on teaching empathy as a behavioral skill. 11 In these models, empathy is defined as a set of discrete behaviors that can be analyzed and learned. 12 Typically, such approaches are presented in a concentrated workshop format, and as supplemental curriculum with short-term successful outcomes. 13, 14 We know very little about how clinical teachers actually teach empathy to learners on an ongoing basis, and whether they endorse a skill-based method or another approach. In 1999-2000 I undertook this study to address the following question: How do physicians teach empathy to learners in the primary care setting?
THE STUDY
Since little information exists specifically addressing the above question, for this study I adopted a qualitative method based on in-depth, open-ended interviewing. Twelve primary care physician-teachers (four each from the specialties of family medicine, pediatrics, and general internal medicine) were selected through a snowball nomination process. That is, they were identified for inclusion in the study because they were recipients of one or more student-initiated teaching awards and/or because colleagues identified them as ''an outstanding clinical teacher.'' All participating pediatricians were women, and all participating internists, men. Family physicians were split equally between women and men. With one exception, all were members of the same academic institution, the University of California Irvine College of Medicine. All were between 35 and 50 years old, and had between five and 20 years of teaching experience. In addition to their academic duties, all (except one hospitalist) maintained outpatient clinical practices.
All those who were invited formally consented to participate in the study. Each physician-teacher was interviewed for approximately one hour using an open-ended question route and prompts. Topics addressed included how the participants (1) defined empathy, (2) conveyed empathy to their patients, (3) taught empathy to students and residents, (4) recognized that a learner was successfully acquiring the attributes and skills of empathy, (5) worked with learners who were not successful in demonstrating empathy, and (6) regarded the risks and benefits of empathy. All interviews were audiotaped. Brief (30-minute) follow-up interviews were conducted with nine of the participants to clarify earlier statements. All respondents received a summary of the results, with a request to clarify, modify, or express disagreement.
To triangulate the data, I observed eight of the 12 faculty between one and three times each in actual teaching situations with either students or residents. While these sessions did not focus exclusively on empathy, they did provide an opportunity to evaluate the extent to which respondents' perceptions of their teaching methods accorded with their actual behaviors. There were frequent examples of respondents' doing in the clinical setting at least some of what they described when reflecting on their teaching practices, although the limited nature of the observations made it impossible to draw firm conclusions about the extent of concordance between faculty members' verbal descriptions and their actual behaviors. In these contexts, whenever possible, students also were asked about the teaching skills of these faculty, and how empathic they perceived them to be as faculty preceptors.
Grounded theory was used as the basis for analyzing the participants' responses to the interviews. The purpose of this method is to discover categories of a phenomenon (in this case, teaching empathy) evident in respondents' reports that will begin to generate a theory to explain the phenomenon. All tape recordings were transcribed. Line-by-line coding was used in analysis to identify emergent categories and compare them with other categories that addressed how respondents tried to teach empathy. Major themes were noted and used to generate ''theoretical notes,'' which in turn were reviewed to interpret or attribute meaning. 15 This study used the constant comparative method, in which data collection and data analysis occur simultane-ously. In this process, the data collection influences the results, and the emerging results influence the way in which data are collected. Thus, the actual question route was modified periodically as new issues or refinements of old issues arose based on previous answers from respondents.
FINDINGS

What Is Empathy?
All respondents described empathy with phrases such as ''putting myself in the patient's shoes'' or ''climbing into the same boat as the patient.'' All distinguished empathy from sympathy (empathy being ''feeling what the patient is feeling rather than what you would be feeling in the same circumstances''), and agreed that empathy is more than intellectual understanding or cognitive analysis. Rather, the respondents recognized that empathy involves a personal relatedness. As to the precise balance between cognitive and affective components, some disagreement did emerge. Some respondents cautioned that emotion, unfiltered by cognition, could be unhelpful and misleading to the clinician. Others stressed that the key component of empathy was the emotional connection with the patient, and without this affective bond, mere behavioral attempts at empathy would produce its antithesis.
When asked specifically whether empathy is a skill or an attitude, most respondents agreed it was both, although pediatricians and women physicians generally tended to emphasize its innate qualities (''empathy has always been a part of who I am''), while others favored a more reductionistic, behavioral definition. Some noted that they could not imagine not being empathic, while others stressed the importance of analyzing, specifying, and ''working on'' empathic skill development.
One respondent, who described himself as ''not big on touchy-feely language'' emphasized the importance of ''empathy in action.'' In this view, the purpose of empathy is to render more meaningful assistance to the patient by truly understanding the patient. Other respondents agreed with this concept, pointing out that empathy must include an implementation component-the willingness to help the patient in concrete, specific ways (e.g., streamlining the hospital stay, or prescribing a less expensive medication), not simply listening to the patient's problems.
Conveying Empathy to Patients
Although the respondents differed as to whether empathy was an attitude or a skill, in practice most advocated a combination of global attitudes and specific skills in communicating empathy to patients (List 1). One physician described the process as ''What you allow to happen in the session- not avoiding tough, complex issues . . . whether your priority is getting the patient turfed, or deep listening.'' Another spoke about assuming the stance of servant, and said she always tries to ''stay closer to [the patient's] heart than to their face.'' In addition to cultivating general attitudes, most faculty also mentioned using more behavioral, observable communication skills to convey empathy, including both verbal and nonverbal behaviors. Several respondents believed that, generally, body language conveys empathy much more effectively than spoken dialogue. Finally, faculty mentioned specific, concrete actions that they felt conveyed empathy to their patients by improving their conditions and reducing suffering.
Teaching Empathy
All respondents agreed empathy should be taught as part of medical education, but several felt it was difficult to structure or formalize such teaching, and believed it was conveyed to learners ''as part of the informal curriculum.'' For some, teaching empathy was a somewhat ''haphazard,'' intuitive process. By contrast, other respondents employed an explicit, well-developed teaching schema.
Skill versus attitude. Whether respondents understood empathy primarily as a skill-based technique or an attitude also influenced their approaches to teaching. A subset of the faculty had strong feelings on this point. On the one hand, adherents of ''attitudinal'' teaching argued that focusing on techniques makes empathy artificial, and can actually impede the expression of sincere empathy. Respondents of this persuasion felt pat phrases that learners could memorize were not useful, and stressed that learners must develop their own empathic style, ''find their own words.'' But ''behavioral'' (i.e., skill-based) faculty felt it was extremely difficult to teach an attitude of empathy, whereas specific language and techniques could be easily transmitted and evaluated. The majority of teachers recognized that some sort of formal training in empathy could lay a foundation, but that the most important aspects of empathy ''can't be conveyed theoretically.'' Role modeling: the core of teaching empathy. Almost all faculty endorsed role modeling as the most effective way of teaching empathy, although attitudinal teachers stressed the importance of whole-person, global modeling, while behavioral or skill-based teachers paid more attention to the more reductive modeling of specific language patterns and behaviors. For example, attitudinal respondents talked about showing learners how to ''step into the patient's world,'' while skill-based respondents focused on ''eye contact'' and ''re-flective listening skills.'' However, closer questioning suggested that behavioral skills and global concepts were closely related. For example, when attitudinal teachers were asked how learners could ''step into the patient's world,'' they tended to talk about concrete behaviors such as eye contact and reflective listening. Conversely, when skill-based teachers were asked about the purpose of eye contact and reflective listening, they often used phrases similar to the global language of the attitudinal teachers.
Attitudinal teachers often preferred to simply demonstrate empathy, then have the learner question them afterwards about what they had done, rather than initiating explanation or instruction. One described it as ''just being who you are in front of the learner.'' These faculty seemed to have a somewhat fatalistic attitude toward the outcomes of such teaching, stating that ''role modeling will be successful if the learner wants to learn . . . they'll pick it up if they want to; otherwise they won't.'' One respondent elaborated on this approach to role modeling by stating that, from the learner's standpoint, direct observation of the physician should be ''like watching a movie or reading a poem,'' in that it should have a similar emotional impact. In her perception, learner observation should be an affective experience, as well as one involving knowledge and skill acquisition. ''The student should feel something during the encounter . . . the student should be moved.'' Faculty with a more skill-based approach liked to make the point that ''role modeling without explanation is an unreliable way of teaching,'' and employed a combination of pre-and/or post-teaching encounters to highlight particular aspects of the modeled interview. For example, these faculty were more likely to mention doing preparatory work with learners, by priming learners to pay attention to empathic behaviors or verbalizations. One individual mentioned the importance of developing an empathic ''strategy'' prior to the encounter, and a couple of faculty suggested setting a specific empathy goal (e.g., having the resident decide to practice a specific empathic skill during an interview, such as paraphrasing).
Debriefing: the second key component of teaching empathy. Both kinds of teachers also used debriefing, although not as consistently as role modeling. A major constraint cited was time limitations. Attitudinal teachers who used debriefing tended to ask open-ended questions such as What did you notice? What was going on? What was I trying to accomplish? Skill-based teachers often concentrated their questions more narrowly: What specifically did you do to show empathy toward this patient? One skill-based respondent pointed out that debriefing was important to ''break down'' the ''complete experience'' of modeling into digestible chunks that the learner could absorb and learn from. However, faculty from the two schools of thought endorsed both kinds of questioning.
Learner-centered approaches. Faculty appeared to describe teaching techniques that emphasized a synergy between learner-and patient-centered approaches to help learners gain knowledge of empathy. Some of their efforts were directed toward getting the learner to alter, modify, or improve his or her own behavior and attitudes. Faculty who favored a skill-based approach emphasized breaking down empathy into a series of verbal and behavioral steps that learners could first visualize themselves doing and then implement. For example, these faculty commonly encouraged learners to ''sit down,'' ''maintain eye contact,'' and ''avoid writing when you're listening to the patient'' as ways of signaling empathy to the patient. In a skill-based mode, teachers also paid significant attention to learners' verbal communication skills and frequently used verbal correction as a teaching style, helping learners formulate more empathic responses to patients. Respondents were generally less explicit about how to get learners to focus on global attitudes judged to be conducive to empathy. However, one faculty member tried to create an ''attitude of empathy'' in learners by exhorting students to ''take on'' the patient, ''adopt'' the patient, ''really care,'' and ''get involved.'' Patient-centered approaches. From an attitudinal perspective, the respondents wanted, in the words of one, to ''place the person of the patient front and center'' in the learner's awareness, and frequently globally reminded learners of the importance of understanding the patient for the practice of good medicine. Faculty in this mode urged students to ''get to know each patient as a person,'' stressed the importance of personal knowledge about patients, and often provided additional personal/historical/contextual details about patients in an effort to have learners assume a more empathic stance. In a similar vein, the respondents cautioned learners not to make assumptions about patients based on race, ethnicity, gender, culture, or socioeconomic status, or even past encounters. One faculty member stressed acceptance of the patient's perceived weaknesses and limitations, and pointed out that ''you can't choose your patients any more than you can choose your family.'' Faculty frequently reported encouraging learners ''to look for the reasons behind a patient's problematic behavior,'' ''to make the assumption there is always an explanation for the way a patient responds,'' and that it is the doctor's job to figure this out. A more behavioral patient-centered approach that all faculty used to get at this issue was to encourage learners to pay close attention to the patient's nonverbal cues, then use these to help the patient articulate frustrations, worries, or fears.
Another approach mentioned by several respondents that involved both attitudinal and skill-based components was encouraging the learner to pay close attention to patients' feelings. One faculty member stressed that ''the patient's feelings are the key to understanding the patient,'' while another tried to overcome learners' inclination to avoid patient emotion as a ''private issue'' by pointing out that ''medicine is all about invasion of privacy.'' However, the majority of respondents tended to ask learners directly about patient feelings or points of view ''only with failures,'' or ''only when negativity is present in the encounter.'' In these cases, they might get students ''to imagine what's going on with the patient.'' One attitudinally-oriented faculty member ''used patient point of view questions all the time,'' routinely making inquiries such as ''How do you think the patient feels about this?'' and ''How do you think the patient will take this news?'' Parallel process. Several respondents, especially those with a more attitudinal orientation, commented on the importance of expressing empathy for the learner in the teaching process. Many recognized that training programs are ''brutal,'' and that residents in particular ''are suffering and in pain.'' 15 Others noted modestly that it is much easier to notice gaps in empathy as the teacher than on the front line as the learner, and were sensitive to learners' feelings of being overwhelmed by patient care while being negatively judged by faculty. The respondents were all acutely aware that if there was a ''disconnect'' between the teaching style they demonstrated in interacting with the learner and what they required the learner to do with the patient, they would not be successful in their efforts to teach empathy. In one memorable quote, a faculty member noted, ''The path to empathy must lead through the learner,'' meaning that the learner will not be able to learn how to express empathy for the patient unless he or she has experienced empathy from the faculty member.
Knowing the learner is ''getting it.'' Whenever possible, respondents with an attitudinal orientation tended to look directly at the patient's response to evaluate whether the learner was mastering the requisite skills and attitudes of empathy: How did the patient respond to the learner? Did the patient identify the learner as his or her doctor? Did the patient return to the resident, or ask to see the student again? It appeared to matter less to them what the learner was doing than how the patient reacted to how the learner was being. Skill-based respondents preferred to pay attention to learners' behaviors in the patient encounter such as tone of voice, manner, the use of open-ended questions, and reflective listening, as well as actual empathic statements.
Primarily, faculty of either orientation judged learners' skill and attitude acquisition by the nature of their case presentations, since, for practical reasons, they did not always have access to direct observation of the learner and the patient. Their criteria for success were remarkably consistent. Specifically, they expected that presentations of successful learners would begin to show evidence of close attention to the patient's actual language, more empathic statements about the patient, more psychosocial information, and more mention and recognition of the patient's feelings. Learners would begin to assess and prioritize the patient's problems differently, in a way that reflected the patient's perceptions as well as their own. Similarly, their treatment plans would contain more ideas and suggestions about how to help the patient. Finally, the learner would be more willing to take action to benefit the patient, such as coordinating care or making referrals. Attitudinal teachers also commented on global changes they observed in learners, describing them as ''more compassionate,'' ''less dismissive,'' ''more caring,'' and seeming to get more personal satisfaction out of what they were doing.
What to do when the learner isn't ''getting it.'' Confronted with this situation, faculty responses were varied. Some maintained they rarely encountered this problem. Others, particularly those with more attitudinal approaches, admitted to not having any good remedies. Still others suggested ''just keep pushing'' the learner-continuing to ask questions about the patient as a person, the patient's life context, and point-of-view questions. Not surprisingly, behavioral teachers emphasized skill repetition and practice. Several respondents in both camps were fatalistic. ''Not much can be done-some people aren't in medicine to care for patients.'' Risks and benefits of empathy. Faculty seemed aware of the risks of empathy for themselves and for their learners. Several faculty holding both attitudinal and behavioral orientations mentioned that empathy can be an overwhelming and emotionally burdensome experience. One faculty member commented that empathy makes the physician more vulnerable to being taken advantage of by a demanding or exploitative patient. This same respondent thought there was a fine line between empathy and co-dependence. Another respondent worried that an ''excess of empathy'' might make the physician unable to be objective and provide reliable care. But all felt that in their own practices, they knew how to cope with the downside of empathy. Several mentioned compartmentalization, or the ability to set aside feelings for one patient as they moved on to the next (as one faculty member memorably put it, ''At some point you have to climb out of the boat''). Another described the experience of ''touch-and-go'' empathy, ''diving into'' an empathic position, only to ''resurface quickly'' to a more superficial level of interaction.
All respondents agreed that empathy made them better and happier clinicians. They stated it not only improved their relationships with patients, but also made the practice of medicine more rewarding, more interesting, less frustrating, and more pleasurable, ''a way of making medicine feel more human.'' Because of empathy, these faculty agreed that they could take better care of their patients by devising better treatment plans, and were more likely to get patient buy-in and compliance with their recommendations. Several attitudinal teachers stated bluntly that having an empathic connection with the patient was ''why they went into medicine.''
SUMMING UP
Based on their interview data, it was fairly easy to place the 12 respondents on a continuum from ''attitudinal'' to ''behavioral'' and, to some extent, clinic observation confirmed this perception. Behavioral, skill-based teachers tended to be more explicit, analytic, and reductive, while attitudinal teachers favored providing a more global experience for learners. Nevertheless, in general, both kinds of faculty tended to move comfortably between both kinds of teaching. Behavioral teachers might exhort learners periodically to ''think about the patient as a person,'' a decidedly global, non-demonstrable injunction; whereas attitudinal faculty were likely to model paraphrasing or body language, techniques drawn from a skill-based armamentarium. Similarly, informal student feedback did not distinguish between the quality of teaching of the two kinds of faculty. While students seemed to feel closer to attitudinal faculty, and to have more personal relationships with them, they often waxed eloquent about the uncanny ability of skill-based faculty to ''really understand what was going on with the patient, not just on the surface, but down deep, things I hadn't seen at all.'' Although faculty differed philosophically as to whether empathy is primarily a measurable, behavioral skill or a global attitude, in terms of both their actual clinical practices and their teaching, all seemed to move comfortably between attitudes and skills, sometimes disclosing global dispositions, at other times focusing on demonstrable behaviors. Indeed, the key phenomenon to emerge from this study seemed to be the balance of attitudinal and behavioral components of empathy that all respondents achieved. In the ''attitudinal'' group, the skill-based dimension was often more implicit in their teaching, but was definitely present. Similarly, in the ''behavioral'' group, while these faculty were less likely to verbalize sentiments about ''caring for the whole person'' or ''knowing the patient's heart,'' they did use this rhetoric on occasion; and were acknowledged by learners to be deeply caring physicians, not mere technicians. The respondents consistently revealed a willingness to make the process of patient care more transparent and accessible to learners, and a desire to coach learners in the thoughts, feelings, and attitudes that promote empathic responses to patients. The acknowledged excellence of these teachers suggests the importance of teaching empathy in its totality, acknowledging both behavioral and attitudinal tools for enhancing empathic awareness in learners.
Books of Note
''MERGERS OF TEACHING HOSPITALS IN BOSTON, NEW YORK AND NORTHERN CALIFORNIA''
The frenzy of hospital mergers peaked in the late 1990s, only to be followed by ''divorces'' of many of these mergers within several years of their inception. John Kastor has meticulously outlined three specific case studies of hospital mergers of several teaching hospitals, including the Partners Healthcare System (Massachusetts General Hospital and Brigham and Women's Hospital), New York-Presbyterian Hospital (The New York Hospital and Presbyterian Hospitals), and the UCLA/Stanford Hospitals. 1 The book reviews in great depth the rationale, the ''politics,'' and the early results of each of these mergers, with extensive detail around the issues relative to the failure and success of each entity. Dr. Kastor discusses specific reasons for the successes and failures of these mergers. The experiences he describes parallel those encountered in the North Shore-Long Island Jewish Health System merger. One of the most important ingredients of the successful mergers was board of trustees' commitment to the newly merged entities and their resistance to returning to the parochial interests of their original organizations. Without strong and consistent board leadership, mergers have inevitably failed. The relationship of the medical school or parent university to the hospital merger also had a significant impact on the outcome. One of the main reasons for the relative success of the North Shore-Long Island Jewish Health System merger 2 was the lack of involvement of the medical school in the decision process for the merger of the hospital system. Forcing the merger of the medical schools as part of the health system merger, as in the case of Stanford/UCLA, was fraught with disaster, as faculty parochial interests were instrumental in preventing the success of the hospital merger.
There are additionally important lessons to be learned from the failed strategy that originally provided the rationale for hospital ''merger mania.'' A flawed analysis in the early 1990s dictated that larger hospital systems would be advantageous because the new entities would be able to dominate their markets, improve negotiated rates with payers, and save money by integration of clinical services. Furthermore, the development of service-line models for the delivery of care across the silos of academic departments was supposed to provide improved quality of care for patients. To date, most of the mergers have not dominated their markets, have only somewhat improved their negotiated rates, have had little clinical integration, have saved almost no money, and, in fact, have spent millions of dollars with little to show for it. The delivery of care across departments in a service-line approach has had limited success. Even the successful mergers are too early in their development to determine whether the quality of care will improve as a result of these ventures.
The original concept that the consolidation of clinical departments would save money was a flawed concept, as any decrease in the number of qualified physicians would only decrease business for the hospitals. The North Shore-Long Island Jewish System has been successful by its focus on increasing market share by specifically addressing the physician issues and developing new programs. The strategy was designed so that clinical integration was not the end goal but encouraged only if it provided an opportunity for new or improved program development, improved physician relationships, or better care, research, or, teaching, or increased market share.
The current climate for hospital mergers is not encouraging. In 2001 the total number of mergers or acquisitions was down 26% compared with the prior year. 2001 was much more about ''unmerging'' than about merging.
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